.
Twenty-one eyes were aphakic prior to sili cone-oil injection, 15 underwent lens extrac tion at the time that silicone oil was used and eight had lens extraction performed sub sequently, The lens was removed by intracap sular extraction in 21 eyes, by pars plana lensectomy in 13 and by extracapsular extrac tion combined with capsulectomy in ten (Table I) ,
In eyes which were already aphakic prior to or which were rendered aphakic at the begin ning of the silicone-oil injection procedure a six o'clock PI was performed, after comple tion of the vitrectomy, using the Ocutome via the pars plana. In those eyes rendered aphakic some time after the use of silicone oil a six o'clock PI was performed, after the lens had
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Group II
Of the eyes with a superior SI silicone oil was used to treat PVR in 31, GRTs in nine and other retinal pathology in four (Table I) .
Twenty-one eyes were aphakic prior to, 21 became aphakic at the time of and two were rendered aphakic subsequent to injection of silicone oil. Thirteen eyes underwent intra capsular lens extraction, 27 lensectomy and four extracapsular extraction combined with capsulectomy ( Table I ).
The outcome in each of the 88 eyes was reviewed for the six-month period after it was both aphakic and filled with silicone oil. Find ings on the first post-operative day and at six months were recorded in all cases and any events occurring in the intervening period were also noted.
The information sought included patency of the six o'clock PI (in Group I), position of the anterior silicone-oil face, intraocular pres sure (lOP), the status of the cornea and retina and the use of medical or surgical treatment for complications of intraocular silicone oil.
Results

Group I
1. Patency of the six o'clock PI (Table II) 
Day One
On the first post-operative day seven out of 44 six o'clock PIs were effectively closed one by blood, four by silicone oil and two by residual iris tissue. The anterior chambers of all seven eyes were filled with silicone oil.
In five eyes the PI became patent spon taneously and oil returned to the posterior segment after the first post-operative day; all five PIs were still patent at six months. Of the two eyes with incomplete PIs, one still had a non-patent PI at six months, although oil no longer filled the anterior chamber, and the other had a second inferior PI per formed after six weeks which remained patent at six months. Thus, at six months three out of seven eyes had a patent PI and an oil-free anterior chamber, while in four the PI remained closed, oil filling the anterior chamber in three and having been removed from one.
Six months
At six months a further five eyes were noted to have a closed PI, oil filling the anterior chamber in three.
Intraocular Pressure
Day One (Table III) On the first post-operative day 22 of the 44 eyes with a six o'clock PI had an lOP of less than 25 mmHg. One of these eyes, in which the retina had been successfully attached, had a closed PI and an oil-filled anterior chamber.
Twenty-two eyes in Group I had an lOP of greater than 25 mmHg on the first post operative day. In six the PI was closed and oil filled the anterior chamber. Five of these eyes had an lOP of greater than 40 mmHg and in four a paracentesis was necessary to relieve acute oil-induced pupillary block.
Thirteen of the 22 eyes with raised lOP required medical treatment.
Interim (Table IV Six Months (Table V) At six months 37 eyes in Group I had an Of the six eyes with keratopathy one, in which the PI was closed with oil filling the 
Open PI N=30
anterior chamber at six months, had a per sistent retinal detachment.
Group II
Intraocular Pressure
Day One (Table III) On Interim (Table IV) During the six months following surgery 25 eyes in Group II had an lOP of less than Six months (Table V) At six months normal IQP was recorded in 32 eyes in Group II. Nine of these eyes required the use of timolol, one had under gone trabeculectomy and another insertion 2. Corneal Status (Table VI) Seventeen of the 44 eyes with a superior SI had developed keratopathy by the end of the six-month follow-up period. In nine of these eyes oil filled the anterior chamber at six months and another three were noted to have an oil-filled anterior chamber at some stage during the six month follow-up period, the oil having been removed from one four months following surgery. Of the (Fig. 2a) .
A peripheral iridectomy at the six o'clock position should be more efficient at maintain- Fig.3 A case in which the six o'clock iridectomy closed (small arrow) , causing acute pupillary-block glaucoma . A secondary iridectomy (large arrow) was created, using the Ocutome.
ing an oil-free anterior chamber, because it not only ensures the forward flow of aqueous inferiorly and so averts pupillary block, but because the intact physical boundary of the anterior chamber superiorly restrains the sili cone-oil globule from moving forwards into the anterior chamber (Fig. 2b) .
The results of this study suggest that a six o'clock PI, provided that it remains patent, is more effective than a superior SI in prevent ing anterior segment complications in the aphakic eye treated with silicone-oil injection.
During the six-month follow-up period oil was never observed in the anterior chamber of eyes with an open PI, but was observed in 50% of eyes with a superior SI. Of Group I eyes in which the PI closed, however, 84%
were noted to have an oil-filled anterior cham ber (Table VIla) . (Table VIII) (Fig. 3) .
While recognising that the conclusions which can be drawn from a retrospective study are limited, we nevertheless deduce that a patent six o'clock PI is effective in reducing the anterior segment complications of intra ocular silicone oil in the aphakic eye. 
